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F 000 INITIAL COMMENTS F 000

 Correction Date____________

Investigation of facility complaints #100218-C, 
#100329-C, #101426-C, #101430-C, #101451-C, 
#101560-C and #101431-M completed 
1/5/22-2/1/22 resulted in the following 
deficiencies.  

Complaint #100218 was not substantiated.
Complaint #100329 was substantiated.
Complaint #101426 was substantiated.
Complaint #101430 was substantiated.
Complaint #101451 was substantiated.
Complaint #101560 was substantiated.
Investigation of facility mandatory reports 
#101431-M resulted in the following deficiency.  

A COVID-19 Focused Infection Control survey 
was conducted 1/5/22-2/1/22. The facility was 
found to be in compliance with CMS and Centers 
for Disease Control and Prevention (CDC) 
recommended practices to prepare for 
COVID-19.

See Code of Federal Regulations (42CFR) Part 
483, Subpart B-C.

 

F 550 Resident Rights/Exercise of Rights
CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.
The resident has a right to a dignified existence, 
self-determination, and communication with and 
access to persons and services inside and 
outside the facility, including those specified in 
this section.

§483.10(a)(1) A facility must treat each resident 

F 550
SS=D
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F 550 Continued From page 1 F 550
with respect and dignity and care for each 
resident in a manner and in an environment that 
promotes maintenance or enhancement of his or 
her quality of life, recognizing each resident's 
individuality. The facility must protect and 
promote the rights of the resident.

§483.10(a)(2) The facility must provide equal 
access to quality care regardless of diagnosis, 
severity of condition, or payment source. A facility 
must establish and maintain identical policies and 
practices regarding transfer, discharge, and the 
provision of services under the State plan for all 
residents regardless of payment source.

§483.10(b) Exercise of Rights. 
The resident has the right to exercise his or her 
rights as a resident of the facility and as a citizen 
or resident of the United States. 

§483.10(b)(1) The facility must ensure that the 
resident can exercise his or her rights without 
interference, coercion, discrimination, or reprisal 
from the facility. 

§483.10(b)(2) The resident has the right to be 
free of interference, coercion, discrimination, and 
reprisal from the facility in exercising his or her 
rights and to be supported by the facility in the 
exercise of his or her rights as required under this 
subpart.
This REQUIREMENT  is not met as evidenced 
by:
 Based on clinical record review and staff 
interviews,  the facility failed to treat each resident 
with dignity and respect while providing personal 
cares and in a manner and an environment that 
promoted or enhanced quality of life for one 
resident reviewed,
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F 550 Continued From page 2 F 550
(Resident #1) The facility reported a census of 39 
residents.

Findings include:  

A Minimum Data Set (MDS) assessment form 
dated 9/29/21 documented Resident #1 with 
diagnoses that included a personal history of a 
traumatic brain injury, psychosis, personality 
disorder, bipolar disorder, aphasia and a seizure 
disorder. The assessment documented the 
resident with a Brief Interview for Mental Status 
(BIMS) score of 5 out of 15 (severely impaired) 
and as dependent on staff with his activities of 
daily living.  

A Care Plan (not dated) documented the 
Resident with Focus areas that included an 
altered thought process/communication related to 
a history of a head injury/traumatic brain injury 
and  a self care deficit related to impaired mobility 
and cognitive status with a diagnosis of traumatic 
brain injury.  

During an interview on 1/5/22 at 2:27 p.m. Staff 
B, Certified Nursing Assistant (CNA) stated when 
herself and Staff A, CNA transferred the resident 
from his bed to his wheel chair (w/c) Staff A 
placed the w/c over the left leg of a lift device.  
Staff B stated she told Staff A she had not felt 
good about the situation and the lift device 
transfer.  At that point Staff A cussed at her and 
she said give me the f-ing (explicit) remote at 
which time Staff B  just backed up.  Staff A 
proceeded to lower the resident down.  Once he 
had been lowered down into the w/c the lift device 
tipped to the right side and hit him in the eye and 
the forehead and the resident screamed really 
loud and he began bleeding really bad.  Staff B 
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F 550 Continued From page 3 F 550
said she told Staff A they needed to get 
somebody.  Staff A said the f*&= (explicit) we do, 
we just need to clean him up.  Then Staff A 
opened the resident's room door and said where 
the f*&= (explicit) had been Staff C, LPN.  Staff C 
then came down and measured and cleansed the 
areas on the resident's face/head.  

Staff A confirmed  she said the word f*&^ (explicit) 
when Staff B stood there and did nothing.

F 584 Safe/Clean/Comfortable/Homelike Environment
CFR(s): 483.10(i)(1)-(7)

§483.10(i) Safe Environment.  
The resident has a right to a safe, clean, 
comfortable and homelike environment, including 
but not limited to receiving treatment and 
supports for daily living safely. 

The facility must provide-
§483.10(i)(1) A safe, clean, comfortable, and 
homelike environment, allowing the resident to 
use his or her personal belongings to the extent 
possible.
(i) This includes ensuring that the resident can 
receive care and services safely and that the 
physical layout of the facility maximizes resident 
independence and does not pose a safety risk.
(ii) The facility shall exercise reasonable care for 
the protection of the resident's property from loss 
or theft.

§483.10(i)(2) Housekeeping and maintenance 
services necessary to maintain a sanitary, orderly, 
and comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are 
in good condition;

F 584
SS=E
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F 584 Continued From page 4 F 584

§483.10(i)(4) Private closet space in each 
resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting 
levels in all areas;

§483.10(i)(6) Comfortable and safe temperature 
levels. Facilities initially certified after October 1, 
1990 must maintain a temperature range of 71 to 
81°F; and

§483.10(i)(7) For the maintenance of comfortable 
sound levels.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff  interview, the 
facility failed to assure residents resided in a 
clean, sanitary and homelike atmosphere.  The 
facility identified a census of 39 residents. 

Findings include: 

1.  An observation on 1/5/22 at 12:29 p.m. 
revealed the following in the shower room of the 
CCDI (chronic confusion or a dementing illness):  

     a.  A build up of a thick brown substance along 
the flooring as a person entered the shower and 
along the wall and baseboards.  
     b.  A toilet with discolored brown/tan water with 
a large amount of toilet paper not flushed.  A build 
up of a brown substance on the right and only 
arm rest of the toilet and a build up of a brown 
substance along the base of the toilet and the 2 
floor tiles in front of the said toilet.  
     c.  A 2 layer metal serving tray positioned 
along the wall with straws positioned on top with a 
build up of dirt, debris and a dried brown and a 
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F 584 Continued From page 5 F 584
white substance.  

2. An observation on 1/5/22 at 12:36 p.m. 
revealed the following in the shower room located 
down the 200 hallway:  

     a.  A build up of a brown substance along the 
back of the toilet seat where arm rests are 
adhered to the toilet itself.  

3.  An observation on 1/7/22 at 10:51 a.m. 
revealed the following:  

     a.  A build up of dust, dirt, debris and unknown 
dead bugs located along the floor and baseboard 
behind and around the toilet in room 103 and 
405.  

During an interview on 1/5/22 at 1:45 p.m. Staff F, 
Certified Nursing Assistant (CNA) indicated she 
felt the facility as unclean.

During an interview on 1/4/22 at 2:27 p.m. Staff 
B, CNA confirmed the facility as  not clean at all.  
She described rust in the sinks and the residents 
toilets always smelled.

F 658 Services Provided Meet Professional Standards
CFR(s): 483.21(b)(3)(i)

§483.21(b)(3) Comprehensive Care Plans
The services provided or arranged by the facility, 
as outlined by the comprehensive care plan, 
must-
(i) Meet professional standards of quality.
This REQUIREMENT  is not met as evidenced 
by:

F 658
SS=E

 Based on observation, clinical record review, 
staff interview and  facility policy review, the 
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F 658 Continued From page 6 F 658
facility failed to follow physician's orders for 3 of 4  
residents reviewed, (Resident #3, #4 and #6)   
The facility identified a census of 39 residents.

Findings include:

1.  A facility Medication Administration Policy form 
(not dated) included the following:  
     a.  It had been the policy of the facility to have 
administered medications in a safe, consistent 
and effective manner to all residents.  
     b.  Scheduled administration times placed to 
have maximized the therapeutic effects and 
minimize adverse effects.  

2.  A Policy and Procedure form (not dated) and 
with no formal title contained the following 
documentation:  
     a.  With time frames of 6 a.m. to 10 a.m., 2 
p.m. and 6 p.m. to 10 p.m..  The 1 hour before 
and 1 hour after also pertained to the medication 
times.  
     b.  The medication turns yellow in Point Click 
Care (PCC) (facilities computer program) at 5 
a.m. and stays yellow until 11 a.m. and so on and 
so forth.  (yellow meant the staff could have 
administered the medications within the allotted 
time frame).  
     c.  With specific times, example 7 a.m. the 
staff had from 6 a.m. until 8 a.m. to have 
administered the medication.  

3. During an interview on 1/7/22 at 1:01 p.m., 
Resident #4 stated staff failed to administer her 
medications at the times ordered by the 
Physician.  

 Review of a Medication Administration Audit 
Report form dated 12/30/21 documented 
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F 658 Continued From page 7 F 658
Resident #4 received the following medications 
as timed:  

     a.  Norco (Hydrocodone) (pain medication) 
tablet 7.5-325 milligram (mg)  1 tablet by mouth 
(po) 4 times a day (QID) related to 
rhabdomyolysis, age related osteoporosis without 
a current pathological fracture ordered at 11 a.m. 
and administered 2:33 p.m. and also ordered at  
3 p.m. and administered at 5:37 p.m.  

     b.  Gabapentin (diabetes mellitus) tablet 100 
mg po three times a day (TID) ordered at 11 a.m. 
and administered at 2:33 p.m.

     c.  Triple antibiotic ointment with application to 
her left ear topically TID related to disorders of 
her left ear (cancer) ordered at 12 p.m. and 
administered at 6:48 p.m.

     d.  Senna-S (laxative) tablet 8.6-50 mg 2 
tablets po in the afternoon ordered at 2 p.m. and 
administered at 5:37 p.m.

During an interview on 1/18/22 at 12:55 p.m.,  
Resident #4 stated she just received her 
medications about 10 minutes ago scheduled for 
11 a.m.  The resident stated Staff D, Licensed 
Practical Nurse (LPN) requested Staff E, Certified 
Medication Aide follow through with the 
administration of the resident's medications.  Staff 
D confirmed this statement as correct when the 
surveyor approached the medication cart 
immediately after the resident interview.  At that 
time Staff D had been observed as she 
documented she administered the resident's 
medications on the Medication Administration 
Record (MAR).  Staff D confirmed there had been 
times she administered medications late pending 
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F 658 Continued From page 8 F 658
on the staffing and resident circumstances that 
occurrred on a given day. The staff member went 
on to say she could tell the surveyor what she 
had been supposed to say or she can tell the 
surveyor what really happened.  

During an interview on 1/18/22 at 1:55 p.m., Staff 
E confirmed she passed the resident her 
medications upon request of Staff D.  

Review of a Medication Administration Audit 
Report form dated 1/18/22 documented Resident 
#4 received the following medications as timed:  

     a.  Norco (Hydrocodone) (pain) tablet 7.5-325 
mg 1 tablet po QID related to rhabdomyolysis, 
age related osteoporosis without a current 
pathological fracture ordered at 11 a.m. and 
administered at 12:50 p.m.

     b.  Gabapentin (hypertension) for  tablet 100 
mg po TID ordered at 11 a.m. and administered 
at 12:50 p.m.

     c.  Triple antibiotic ointment with application to 
her left ear topically TID related to disorders of 
her left ear (cancer) ordered at 12 p.m. and 
administered at 6:53 p.m.

     d.  Senna-S (laxative) tablet 8.6-50 mg 2 
tablets po in the afternoon ordered at 2 p.m. and 
administered at 4:07 p.m.

4.  During an interview on 1/7/22 at 1:24 p.m., 
Resident #3 (identified by facility as interviewable) 
confirmed there had been times she received her 
morning pills at noon however the resident failed 
to identify a specific day.  
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F 658 Continued From page 9 F 658
Review of a Medication Administration Audit 
Report form dated 1/13/22 documented the 
resident received the following medications as 
timed: 

     a.  Tylenol extra strength 2 tablets po in the 
morning scheduled at 6 a.m. and administered at 
11:50 a.m. and in the evening scheduled at 8 
p.m. and administered at 10:15 p.m.

     b.  Gabapentin 100 mg 1 capsule po in the 
morning scheduled at 6 a.m. and administered at 
11:50 a.m. and in the evening scheduled at 8 
p.m. and administered at 10:15 p.m.

     c.  Zyprexia (delusional disorder) 2.5 mg 1 
tablet po in the morning scheduled at 6 a.m. and 
administered at 11:50 a.m. and in the evening 
scheduled at 8 p.m. and administered at 10:15 
p.m.

     d.  Furosemide ( hypertension) 40 mg 1 tablet 
po in the morning scheduled at 6 a.m. and 
administered at 11:50 a.m.

     e.  Allopurinol (gout) 300 mg 1 tablet po in the 
morning scheduled at 6 a.m. and administered at 
11:50 a.m.

     f.  Metoprolol (hypertension) extended release 
1 capsule po in the morning scheduled at 6 a.m. 
and administered at 11:50 a.m.

     g.  Omeprazol (nutritional anemia) 20 mg 1 
tablet po in the morning scheduled at 6 a.m. and 
administered at 11:50 a.m.

     h.  Vitamin D3 2000 units 1 capsule po in the 
morning scheduled at 6 a.m. and administered at 
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F 658 Continued From page 10 F 658
11:50 a.m.

     i.  Metamucil Powder 28.3% 1 tablespoon po 
in the morning scheduled at 6 a.m. and 
administered at 11:50 a.m.

     j.  Amlodipine besylate (hypertension and 
hyperlipidemia) 5 mg tablet 1 po in the morning at 
6 a.m. and administered at 11:50 a.m.

    k.  Sertraline (depression) 100 mg 1 tablet po 
in the morning at 6 a.m. and administered at 
11:50 a.m.

    l.   Simvastatin ( hypertension) 40 mg tablet 1 
po in the evening scheduled at 8 p.m. and 
administered at 10:15 p.m.     

5. A Medication Self-Administration Assessment 
Criteria form signed by a Nurse Practitioner 
6/1/21 documented Resident #6 as able to self 
administer her medications.  

According to an email 1/28/22 at 12:39 p.m. the 
Director of Nursing (DON) confirmed medications 
as set up by qualified staff and delivered to the 
resident for self administration.  Staff had not 
been required to observe the actual 
administration.

 An observation on 1/10/22 at 2 p.m. revealed a 
burgundy oval shaped capsule positioned on the 
bedside stand of Resident #6 .  The resident 
(identified by the facility as interviewable) stated 
agency staff gave her the pill a couple days prior 
and she knew she had to many of those pills so 
she refused to take it plus she had no knowledge 
of what the pill had been.  Another observation at 
the same time revealed a paper medication cup 
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F 658 Continued From page 11 F 658
on the bottom shelf of the resident's bedside 
stand full of round white pills that spilled onto the 
shelf of the table.  The resident identified the pills 
as Tylenol the staff had given her routinely but if 
she felt no pain at the time of the administration 
she stored the pills in that paper medication cup.  

During an interview on 1/8/22 at 2 p.m. the DON 
identified the burgundy oval capsule as 
PreserVision (over the counter eye vitamin and 
mineral supplement).  

A Medication Administration Record (MAR) 
documented the resident with the following 
Physician orders as dated:  

     a.  PreserVision 1 tablet po at 8 a.m. and 5 
p.m. dated 9/1/21 at 7:23 p.m. and discontinued 
on 1/16/22 at 2:44 a.m.
     b.  PreserVision 1 tablet po at 6 a.m. and 6 
p.m. dated 1/16/22 at 2:44 a.m.
     c.  Tylenol 500 mg tablet 1 po at the hour of 
sleep (HS) dated 10/5/21 at 11:14 a.m. and 
discontinued 1/22/22 at 8:35 a.m.

In an email dated 1/27/22 at 3:14 p.m. the DON 
indicated she would have expected nurse's to at 
least go back into the resident's room to have 
made sure the medications were taken by the 
resident.

F 677 ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 
out activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene;
This REQUIREMENT  is not met as evidenced 

F 677
SS=D
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F 677 Continued From page 12 F 677
by:
 Based on clinical record review, resident and 
staff interview, the facility failed to ensure staff 
provided baths/showers according to resident 
schedules for 1 of 4 residents reviewed,  ( 
Resident #3).  The facility identified a census of 
39 residents. 

Findings include:

1.  During an interview on 1/7/22 at 1:24 p.m., 
Resident #3 (identified as interviewable by the 
facility)  confirmed there had been occasions staff 
failed to have showered her on her scheduled 
days of  Monday and Thursdays due to staffing 
issues.  The resident confirmed she wanted her 
shower as arranged.  

Review of an ADL bathing form and 
Shower/Bathing Sheets revealed staff failed to 
have showered/bathed the resident as 
documented below:  

     a.  1/17/22

During an interview on 1/5/22 at 1:45 p.m. Staff F, 
Certified Nursing Assistant (CNA) stated the 
facility staff provided showers/baths on the 100 
hallway on Monday and Thursday and 200 
hallway on Tuesday and Friday.  The staff 
member confirmed staff failed to shower/bath 
residents according to their individual schedules.    

During an interview on 1/5/22 at 2:53 p.m. Staff 
G, CNA confirmed bathing as an issue due to 
lack of staff.  The staff member described the 
baths as all messed up.

 

F 689 Free of Accident Hazards/Supervision/Devices F 689
SS=G
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CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.
The facility must ensure that -
§483.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, clinical record review, 
staff and resident interviews,  the facility failed to 
ensure staff maintained a safe and secure 
environment  for 2 of 4 residents reviewed.  
(Resident #1 and #5)  The facility identified a 
census of 39 residents.  

Findings include:

A Minimum Data Set (MDS) assessment form 
dated 9/29/21 documented Resident #1 with a 
Brief Interview for Mental Status (BIMS) score of 
5 out of 15 (severely cognitively impaired), 
dependent on 2 staff with transfers and mobility 
and non-ambulatory but utilized a wheel chair for 
mobilization.  

The Care Plan documented a Focus area of a 
potential for injury.  Altered mobility related to a 
history of a head injury and a diagnosis of 
convulsions, (not dated).  The interventions 
included the following:  a.  A lift device with the 
assistance of 2 staff members. (not dated)

An Incident Report form dated 12/22/21 at 4:10 
p.m. documented Staff A, Certified Nursing 
Assistant (CNA) reported to Staff C, Licensed 
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F 689 Continued From page 14 F 689
Practical Nurse (LPN) the resident received a 
new skin tear after the lift device hit him in the 
face during a transfer.  The LPN assessed the 
resident and found he sustained 2 skin tears, 1 
on the left cheekbone that measured 1.5 
centimeters (cm) long and 1 on the upper 
forehead that measured 0.5 cm in diameter.  The 
witness statement section contained the following 
entry:  "when we were transfering the resident 
from the bed to his wheelchair, Staff A put the 
wheelchair on one of the lower legs of the hoyer 
(hoyer legs were sideways). When the resident 
was lowered because the wheelchair was on one 
of the hoyer legs the hoyer tipped, and the bars 
on the top of the hoyer landed on the residents 
head.

During an interview on 1/5/22 at 2:27 p.m. Staff 
B, Certified Nursing Assistant (CNA) stated when 
herself and Staff A, CNA transferred the resident 
from his bed to his wheel chair (w/c) Staff A 
placed the w/c over the left leg of a lift device.  
Staff B stated she told Staff A she had not felt 
good about the situation and the lift device 
transfer.  At that point Staff A cussed at her and 
said give me the  f-ing (explicit) remote at which 
time Staff B  just backed up.  Staff A proceeded to 
lower the resident down.  Once he had been 
lowered down into the wheel chair the lift device 
tipped to the right side and hit him in the eye and 
the forehead and the resident screamed really 
loud and he began bleeding really bad.  Staff B 
said she told Staff A they needed to get 
somebody.  Staff A said the f*&= (explicit) we do, 
we just need to clean him up.  Then Staff A 
opened the resident's room door and said where 
the f*&= (explicit) is Staff C, LPN.  Staff C then 
came down and measured and cleansed the 
areas on the resident's face/head.  
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F 689 Continued From page 15 F 689

During an interview on 1/7/22 at 10:36 a.m. Staff 
B confirmed again that she told Staff A she did 
not feel good about the transfer approximately 6 
times because all they would of had to do is move 
the wheel chair in front of the lift device per 
protocol.  Staff B also confirmed Staff A grabbed 
the remote for the lift device out of her hand 
because Staff A had a free hand because she 
used her right knee to maintain the position of the 
wheel chair which had been tilted back as she 
held the resident with her other hand.  

During an interview on 1/6/22 at 12:05 p.m. Staff 
A confirmed as she trained Staff B who assisted 
with the transfer of the resident the staff members 
first transferred him from his w/c to bed, changed 
him and then from bed to his w/c as they utilized 
a lift device.  
Staff A indicated they hooked him up correctly to 
the lift device, the legs of the lift device had been 
open appropriately but his w/c straddled over the 
left leg of the lift device which had probably not 
been correct.  Staff A indicated she had one hand 
positioned on the w/c as she tipped him back to 
get him back into the seat of the w/c as her other 
hand pulled him back as Staff B just stood there 
and controlled the lift device.  All of the sudden 
the right leg of the lift device came up off the 
ground as Staff A still had a hold of the w/c with 
her right hand and used her left hand to push him 
back into the w/c a little too hard.  The right leg of 
the lift device came up and the top of the lift 
device hit his face. Staff A indicated she tried to 
catch it but was not able too.  Staff A confirmed 
there had been no padding on the lift device that 
would have protected the resident from injury.  
Staff A indicated she thought it had been the 
middle of the device that hit his face and she 
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F 689 Continued From page 16 F 689
thought one of the hooking devices hit below his 
eye but it all happened so fast. Staff A then 
confirmed the resident yelled out in pain.  Staff A 
indicated Staff B  tried to get the lift device down 
faster to get the straps off the lift device but the 
device had not worked properly.  Staff A then 
pulled the resident back a little bit to give the lift 
device some room and get the straps and stuff 
like that and removed.  After they removed the 
straps Staff A positioned the resident  further in 
the w/c as  she thought Staff B just stood there.  
After the lift device had been tipped and she 
moved him back, she moved the lift device back 
onto the ground and repositioned the resident out 
of  the way and went to retrieve  the nurse.  

Staff A  denied ever having directed Staff B not to 
tell the nurse.  Staff A confirmed  she said the 
word f*&^ (explicit) when Staff B stood there and 
did nothing.  When she reported the incident to 
Staff C he came to the resident's room assessed 
and cleaned up the blood.  Staff A  indicated the 
area above the right eye was bleeding more than 
the area below the left eye.   

Staff A confirmed she had been trained to 
properly position the w/c with a lift device up teen 
million years ago and that was what she had 
done wrong.   

During an interview on 1/5/22 at 4:05 p.m. Staff C 
confirmed that one of the CNA's came and got 
him at the nurse's station related to the resident's 
injury.  When he entered the room he observed 
one abrasion above one eye and one below his 
other eye.  The staff member asked the CNA's 
what happened and they told him they transferred 
the resident from bed to wheel chair and when 
they lowered him down in the chair the lift device 
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F 689 Continued From page 17 F 689
hit his face but the staff never told him he was 
transferred incorrectly.  

During an interview on 1/11/22 at 2:17 p.m. the 
Director of Nursing (DON) confirmed she 
expected the staff to properly position the 
resident's w/c between the legs of the lift device 
per protocol.    

2.  During an interview on 1/7/22 at 10:04 a.m., 
Resident #5 (identified as interviewable by the 
facility) confirmed there had been times staff 
members transferred him in a standing lift device 
with only 1 staff member present however he felt 
safe.  

During an interview on 1/5/22 at 1:45 p.m. Staff F, 
Certified Nursing Assistant (CNA) confirmed she 
transferred residents who required 2 staff 
assistance by herself.  

According to an email on 1/27/22 at 4:03 p.m., 
the DON confirmed lift devices required 2 staff 
assistance with all resident transfers.

F 725 Sufficient Nursing Staff
CFR(s): 483.35(a)(1)(2)

§483.35(a) Sufficient Staff. 
The facility must have sufficient nursing staff with 
the appropriate competencies and skills sets to 
provide nursing and related services to assure 
resident safety and attain or maintain the highest 
practicable physical, mental, and psychosocial 
well-being of each resident, as determined by 
resident assessments and individual plans of care 
and considering the number, acuity and 

F 725
SS=F
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diagnoses of the facility's resident population in 
accordance with the facility assessment required 
at §483.70(e).

§483.35(a)(1) The facility must provide services 
by sufficient numbers of each of the following 
types of personnel on a 24-hour basis to provide 
nursing care to all residents in accordance with 
resident care plans:
(i) Except when waived under paragraph (e) of 
this section, licensed nurses; and
(ii) Other nursing personnel, including but not 
limited to nurse aides.

§483.35(a)(2) Except when waived under 
paragraph (e) of this section, the facility must 
designate a licensed nurse to serve as a charge 
nurse on each tour of duty.
This REQUIREMENT  is not met as evidenced 
by:
 Based on  resident and staff  interviews, the 
facility failed to ensure resident call lights and 
needs were met in a timely manner (no longer 
than 15 minutes) for 3 of 4 residents reviewed,  
(Resident #3, #4 and #5)  The facility reported a 
census of 39 residents.  

Findings include:

1.  During an interview on 1/7/22 at 1:24 p.m., 
Resident #3 (identified as interviewable by the 
facility) confirmed she timed her call light on up to 
an hour as she used the clock on the wall in her 
room which caused irritation.    

2.  During an interview on  1/7/22 at 1:01 p.m. 
Resident #4 (identified as interviewable by the 
facility) stated the past Thursday (12/30/21) staff 
failed to have administered her medications on 
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F 725 Continued From page 19 F 725
time because staff told her they were short- 
handed. The resident indicated she received 
routine Hydrocodone (pain medication) due to 
arthritis  When asked how her pain had been she 
stated she had been surprised that her pain only 
rose to a 7 (with 10 having been the highest) 
when she had to wait so long.  She pushed her 
call light 5 times and wanted the pills but when 
staff answered they told her they were busy and 
short-staffed.  By the time she received the pills 
she was shaking because she was mad and 
mostly because of her nerves.  

3.  During an interview on  1/7/22 at 10:04 a.m., 
Resident #5 (identified as interviewable by the 
facility) confirmed in the morning he timed his call 
light on for up to 25 minutes even while 
positioned on the commode in his room.  The 
resident felt the staff failed to have provided 
enough staff to meet the individual needs of all of 
the residents.  

4.  During an interview on 1/5/22 at 1:45 p.m. 
Staff F, Certified Nursing Assistant (CNA) 
confirmed staff as unable to answer resident call 
lights within the allotted 15 minute time frame 
which became worse in the mornings and/or 
during breakfast.  

During an interview on  1/5/22 at 3:16 p.m. Staff 
D, Licensed Practical Nurse (LPN) confirmed call 
lights as probably not answered within 15 
minutes, due to staff shortages. The staff 
member stated Resident #5 had been left to sit 
on the toilet/commode the other day for 1 hour 
and 15 minutes.

F 812 Food Procurement,Store/Prepare/Serve-Sanitary
CFR(s): 483.60(i)(1)(2)

F 812
SS=F
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F 812 Continued From page 20 F 812

§483.60(i) Food safety requirements.
The facility must -

§483.60(i)(1) - Procure food from sources 
approved or considered satisfactory by federal, 
state or local authorities.
(i) This may include food items obtained directly 
from local producers, subject to applicable State 
and local laws or regulations.
(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable 
safe growing and food-handling practices.
(iii) This provision does not preclude residents 
from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and 
serve food in accordance with professional 
standards for food service safety.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, the cleaning schedule 
and staff interviews the facility failed to maintain a 
safe and sanitary food storage and food 
preparation areas.  The facility identified a census 
of 39 residents.  

Findings include:  

1.  An observation on 1/5/22 at 12:44 p.m. 
revealed a build up of dust, dirt, debris and a 
large spilled white substance surrounded by a 
brown/tan ring on the floor of the walk in freezer 
in the kitchen.  

An email received on 1/18/22 at 5:33 p.m. 
contained a picture that revealed the same build 
up as stated above.
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F 925 Maintains Effective Pest Control Program
CFR(s): 483.90(i)(4)

§483.90(i)(4) Maintain an effective pest control 
program so that the facility is free of pests and 
rodents.
This REQUIREMENT  is not met as evidenced 
by:

F 925
SS=E

 Based on observation and staff  interview the 
facility staff failed to maintain an environment free 
of vermin.  The facility identified a census of 39 
residents.  

Findings include: 

1.  An observation on 1/5/22 at 12:17 p.m. 
revealed a large amount of dead bugs (flies, 
beetle bugs and unknown varieties) and worms 
located inside of the exit door at the end of hall 
100.  

 During an interview on 1/5/22 at 1:45 p.m. Staff 
F, Certified Nursing Assistant (CNA) confirmed 
she observed bugs in resident bathrooms.  

During an interview on 1/5/22 at 2:27 p.m. Staff 
B, CNA stated she recently opened a resident's  
bottom dresser drawer and a huge spider climbed 
out.  

During an interview on 1/5/22 at 2:53 p.m. Staff 
G, CNA confirmed she visualized dead bugs in 
the hallways.  

During an interview on  1/5/22 at 4:05 p.m. Staff 
C, Licensed Practical Nurse (LPN) stated he may 
have seen bugs by the facility door.
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